Background: In primary health care, provider-patient interaction is fundamental platform and critically affects service delivery. Nevertheless, it is often ignored in medical research and practice and it is infrequently subjected to scientific inquiry, particularly in Ethiopia. This study aimed to assess patient satisfaction with health care provider interactions and its influencing factors among out-patients at health centers in West Shoa, Central Ethiopia. Methods: A cross sectional facility based study was conducted on 768 out-patients of six health centers in West Shoa Zone, Central Ethiopia. The total sample size was allocated to each of the six health centers based on patient flow during the ten days prior to the start of data collection. Pre-tested instruments were used for data collection and the data were analyzed using SPSS version 16.0 statistical software. Factor score was computed for the items identified to represent the satisfaction scale by varimax rotation method. Using this regression factor score, multivariate linear regression analysis was performed and the effect of independent variables on the regression factor score was quantified. Results: Seventy three percent of the respondents perceived that provider's empathy was good and 35% complained that providers were not technically competent enough. In addition, 82% of the respondents rated non-verbal communication by the providers to be good, very good or excellent on a five-point ordinal scale. Regardless of the process, only 34.1% of the patients implied that the consultations made a difference in understanding their illness and coping with it. Generally speaking, 62.6% of the patients reported that they have been satisfied with their visit. Perceived empathy, perceived technical competency, non-verbal communication, patient enablement, being told the name of once illness, type and frequency of visit, knowing the providers and educational status were main independent predictors of patient satisfaction in this study. Furthermore, very good empathy (Beta = -4.323), fair non-verbal communication (Beta = -0.188), fewer expectations met (Beta = -0.169) and disagreement to technical competency (Beta = -0.156) had greater negative influence on patient satisfaction. On the other hand, excellent non-verbal communication (Beta = 0.114) and being told the name of once illness (0.109) had pronounced positive influence on patient satisfaction. Conclusion: The present study showed that interpersonal processes including perceived empathy, perceived technical competency, non-verbal communication and patient enablement significantly influence patient satisfaction. Therefore, health care providers should work towards improving the communication skill of their professionals along with having technically competent workers which could possibly affect the perception of the patient about all of the variables identified as independent predictors of patient satisfaction in this study.
Background
A wealth of literature reflects the progress made in developing tools to monitor and improve the quality of health care. In developing countries, however, interest in the issue has been surprisingly low until recently. This is so, in spite of overwhelming published and anecdotal evidence of low quality of care in these countries [1] .
In Ethiopia, health services are limited and of poor quality [2] and the country has extremely poor health status relative to other low-income countries. To solve this problem, the government has focused on improving the organization and quality of health services delivered to the population. This is because improving the poor quality of care delivered to patients is one of the strategies to reduce the burden of communicable diseases and plays a significant role in attaining the Millennium Development Goals (MDGs). This intention of the government was reflected in the 1993 health policy and the health sector development plans of the country. In such efforts towards improving quality of health care, patient satisfaction is integral component of health services provided to the population [3] [4] [5] [6] [7] [8] [9] [10] [11] .
It is generally agreed that satisfaction data play significant role in the strategy and tactics health care providers use in delivering services for clients. In addition, measurement of patient satisfaction is increasingly playing important role in the growing push towards accountability among health care providers. It is also viewed as an established indicator of quality of care despite it was overshadowed by measures of organizational aspects in the quality of health care equation [12, 13] .
Empathy, which is a core component of consultation, is often seen as crucial to the effective achievement of patient satisfaction in that it encapsulates sensitivity to both the informational and emotional aspects of communication [14] . Even though, many standards and codes of practice refer to the importance of empathy in medical consultation, it is an aspect of practice which is too often overlooked [15, 16] . Non-verbal cues and languages convey information which words alone often do not. Providers who appear fully attentive, avoid distractions, smile, and sit on the same level as the patient all convey an important message of caring, listening, and empathy [2] . Besides, studies have documented that patient enablement also plays a significant role in patients' overall satisfaction [17, 18] . It is also clear from the literature that although system aspects such as cost, access, availability and waiting time are related to patient satisfaction, they have always been identified as being less important than the human aspect of medical care. However, system factors asymmetrically guzzle much of the research topics regardless of their little contribution [4, 5] . This is particularly true in the case of developing countries such as Ethiopia where much of the scientific inquiries in the areas of patient satisfaction exclusively focus on organizational aspects [18] [19] [20] .
Furthermore, established evidences depicted that even though technical aspect of care has its impact on satisfaction, it is through interpersonal communication that the technology of western world reaches the patients and curing occurs. In addition, it is recognized more than ever that the quality of health care for the 21 st century is built on the premise that optimal health care can best be achieved in the context of long term relationship between providers and patients [1, 6] . However, the issue of patient-provider interaction and its effect on the quality of care rendered at health care facilities is often ignored in medical researches and rarely subjected to scientific inquiry. Therefore, this study aimed to assess patient satisfaction with health care provider interactions and its influencing factors among out-patients of six health centres in West Shoa, Central Ethiopia. Hence, the research question of this study was: "what are the major determinants of patient satisfaction with their health care provider interaction in resource poor settings such as public health centres in Central Ethiopia?"
Methods

Study area
A cross sectional study was conducted from 29 th December -21 st January, 2009 in West Shoa, Central Ethiopia. West Shoa is one of the 17 zones of the Oromia Regional State in Ethiopia and it comprises 21 districts. The zone has an estimated total population of 2,072, 485 of whom 1,037,159 are females.
All the health centres included in the study are government run facilities. The composition of health professionals in these facilities includes health officers, nurses, pharmacy technicians, laboratory technicians and environmental health technicians. However, Shortage of staff in the health system of Ethiopia has always been critical. For instance, health worker to population ratios are 3 to 4 times lower than even the East African standards. Hence, all the public health facilities included in this study function in this context which has clear implication on the quality of care delivered to their clients [2] .
Participants
The study population was included patients who visited the adult medical out-patient departments (OPDs) at six health centers in West Shoa during the study period. A patient was included in the study if he/she is 15 years of age or older. The sample size was calculated assuming p, proportion of patients satisfied with provider interaction, to be 50%. This has been preferred for the sample size determination due to lack of similar studies in Ethiopia. Other assumptions made during the sample size calculation were 5% marginal error (d) and confidence interval of 95%. Based on these assumptions, the sample size was calculated as follows:
This yields a sample size of 384. However, this was multiplied by a factor of 2 to correct the design effect of cluster sampling and the final sample size was 768.
Sampling technique
In West Shoa, there are twenty government run health centers. Of these eighteen health centers are located in rural districts while the remaining two belong to urban districts. In this study, one urban and five rural health centers were randomly selected to be included in the study. The total sample size was proportionally allocated to the six health centers based on the number of outpatients 15 years or older served at the adult medical OPDs during the ten days prior to the start of data collection. Finally, consecutive patients who full fill the inclusion criterion (age 15 years or older) were included in the study until the allocated size was obtained in each of the six health centers.
Measurements
The following instruments were adapted from similar studies:
Consultation and Relational Empathy (CARE)
The Consultation and Relational Empathy tool measures the patient's perception of the provider's empathy during the clinical encounter. Within the CARE tool patients were asked 10 questions to rate different aspects of empathy. Each question was scored on an ordinal scale from 'poor' to 'excellent. All ten items taken together yield a maximum score of 50 and a minimum of 10. Higher score on each item indicates higher level of empathy [21, 22] . These 10 items were based on the following questions: Thinking about your today's visit, how was your provider at making you feel at ease, letting you tell your story, really listening, being interested in you as a whole person, fully understanding your concerns, being caring and compassionate, being positive, explaining things clearly, helping you to take control, and involving you in decision about treatment plan. The reliability coefficient (Cronbach's alpha) of the empathy scale was 0.964 indicating that the scale was internally consistent. To examine the underlying factors (components) of the empathy scale, an exploratory factor analysis was conducted and produced one meaningful factor with eigenvalue greater than one. This factor accounted for 75.5% of the total variance and thus the remaining items of the empathy scale were discarded during the linear regression analysis. Based on the contents of this scale and the magnitude of the eigenvalue the item used during this analysis was "making clients to feel at ease".
Patient Enablement Instrument (PEI)
In the PEI patients were asked to rate six questions whether, as a result of their most recent visit, they felt to be able to cope with life, understand their illness, cope with their illness, keep healthy, confident about their health, and help themselves. All items were stated positively, each capturing responses via an ordinal scale. The scoring system was same or less = 0, better or more = 1 and much better or much more = 2. Taken together, the six items yield a score range of 0-12 [21] . The scale was reliable with Cronbach's alpha of 0.897. The items of the scale were subjected to factor analysis to identify the underlying components of the PEI. Only one factor with eigenvalue greater than one was produced. This factor accounted for 68.6% of the total variance. Therefore, the item of "able to cope with life" was considered to be a core ingredient of this scale and was used in subsequent analysis.
Perceived technical competency
Perceived technical competency of the provider is the subjective judgment of the patients about the professional skills and abilities of the health care provider to detect and manage their problem. It was measured by 8 items. Each item was scored on a five-point Likert scale ranging from strongly disagree (1) to strongly agree (5) which yields a score range of 8-40. The scale has high internal consistency (Cronbach's α = 0.910). The items cover physical examination, procedural steps to arrive at what is wrong, experience of the provider, etc. The items of the scale were subjected to factor analysis to look into the underlying components. Accordingly, one component with eigenvalue greater than one was identified and it accounts for 72.6% of the overall variance. This item was the one considering the conduct of "thorough physical examination by the provider". This was considered as the central constituent of perceived technical competency and the remaining items with eigenvalues less than one were discarded. leaning, open posture, facial expression, head nodding, hand gesture, emotional expressive and concerned voice tone. Reliability check showed that the scale has high internal consistency (Cronbach's α = 0.935). During factor analysis the scale was reduced to one item ("making eye contact") with eigenvalue of greater than one. This item explained 69.0% of the overall variance.
Actual consultation length
is the amount of time the patients spend with the health care provider in the consultation room. The consultation duration was recorded by the data collectors who measured the minutes elapsed between entry to and exit from the examination room.
Information sharing about illness
Five items with yes/no response were used to measure the extent to which relevant information was given to patients in relation to their illness. These items checked whether the patients were told the name and cause of their illness, to return if illness gets worse and how to prevent reoccurrence.
Patient satisfaction
Patient satisfaction with the latest visit was assessed using five items on a five-point Likert scale ranging from strongly disagree (1) to strongly agree (5). This scale was found to have high internal consistency (Cronbach's α = 0.887). The items in this scale include: "I am totally satisfied with the visit", "Something about my consultation is better", "I am not completely satisfied with my visit", "I would come back to this provider" and "I would send my friends or relatives to this provider". However, when factor analysis was computed, only one factor with eigenvalue greater than one was identified. This item ("I am totally satisfied with the visit") explained 69.6% of the overall variance and was used during further analysis.
Finally, all of these tools were translated into Afan Oromo (the local language) and back translated into English to check its consistency by different persons and the one in Afan Oromo was pre-tested on 5% of the sample size taken from a similar population before the start of the actual data collection. Data were collected by trained individuals who were not health professionals.
Statistical analysis
The data were analyzed using SPSS statistical software version 16.0. The mean score of the scales was computed for patient enablement, perceived empathy, technical competency and non-communication. Each scale was subjected to factor analysis to investigate the underlying components and to reduce the number of items based on eigenvalue. Factors with eigenvalue less than one were discarded and only those with eigenvalue greater than one were considered in subsequent analysis. Factor score was computed for the item identified to represent the satisfaction scale by varimax rotation method. Using this regression factor score, multivariate linear regression analysis was performed and the effect of independent variables on the regression factor score of the dependent variable was quantified. In the first model, the effects of sociodemographic variables were assessed while in the second model the effects of institutional variables were considered. In the third model, variables related to interpersonal interaction were included. Finally, explanatory variables which had statistically significant association with the dependent variable (P < 0.05) were entered to the final regression model.
Ethical consideration
The ethical issues of this study were reviewed and approved by the Ethical Committee of Jimma University. During the study, verbal informed consent was sought from all the respondents before the start of each interview.
Results
Socio-demographic characteristics of the respondents
Seven hundred sixty eight patients aged 15 years or older were interviewed yielding a response rate of 100%. Four hundred one (52.2%) of the interviewed patients were females. The mean age of the patients was 29.5 ± 10.6 years. More than six in ten (62.2%) of the respondents reside in the rural area. Four hundred twenty six (55.5%) of the respondents were married while 296 (38.5%) were single. Concerning educational status, 240 (31.3%) of the respondents cannot read and write and 147 (19.1%) of them have attended primary education (grade 1-6). Occupationally, 286 (37.3%) of the respondents were farmers.
Socio-demographic predictors of patient satisfaction
The relationship between socio-demographic variables and satisfaction factor score is quantified in table 1 below. Socio-demographic variables were found to explain only 3.9% of the variability in the satisfaction factor score. Accordingly, marital status, residence, educational status and occupational status appeared to be statistically associated with satisfaction factor score. The satisfaction score for single respondents was decreased by an average of 0.314 (95%CI: -0.517 to -0.112) as compared to their married counterparts. Urban residents had 0.261 unit greater satisfaction score when compared to those from the rural area (95%CI: 0.090 to 0.431).
Institutional aspects and pattern of visit
In this survey the mean time taken by the respondents to reach the health centers, regardless of the means, was 82.4 minutes. Of the total respondents, 683 (88.9%) were new patients while the remaining were repeat visitors. More than nine in ten (96.2%) of the patients reported that they were interviewed in the language they understand. More than half (53.4%) of the patients reported that they were seen by a male health care provider while 496 (64.6%) of the respondents didn't previously know the health care provider who treated them. One hundred seventy six (22.9%) of the respondents claimed that their privacy was not respected during consultation. Moreover, 153 (19.9%) of the respondents felt that the consultation rooms did not provide adequate privacy. It was also found that 188 (24.5%) of the respondents did not tell all of their private issues related to their health condition to the health care provider. However, 747 (97.3%) and 676 (88.0%) of the respondents felt that the waiting areas and seats were comfortable, respectively.
Institutional aspects and pattern of visit as predictors of patient satisfaction
Variables related to institutional aspects were entered into the second model and their relative effect and importance is presented in table 2. This model explained 15.4% of the variation in satisfaction among patients. Knowing the provider, frequency of visit, privacy of the room, feeling of privacy during consultation and telling one's own private issues had statistically significant association with patient satisfaction. Patients who knew the health care provider very well had an average increase of 0.499 unit in their satisfaction with their interaction with the provider compared to those who did not know the provider at all (95%CI: 0.129 to 0.870). Clients who did not tell their private issues had an average of 0.598 decrease in satisfaction score as compared to those who told their private issues to the provider (95%CI: -0.761 to -0.435). Moreover, patients who felt that they did not have privacy during consultation had an average decline of 0.400 in their satisfaction score as compared to those who felt there was sufficient privacy (95%CI: -0.570, -0.230).
Interaction with the health care providers
Perceived empathy was rated as good, very good or excellent by 73.3% of the respondents. Similarly, about 35% the respondents strongly disagreed/disagreed about the technical competency of the providers. Eighty two percent of the respondents rated the non-verbal communication by the provider as good, very good or excellent on the five-point Likert scale. Moreover, 52.7% and 34.1% of the respondents reported that the consultation has enabled them to be able to cope better and much On the other hand, the present study documented that the mean duration of consultation was 6.26 ± 2.55 minutes (range = 2-20 minutes). In the light of this finding, the consultation duration was below the mean value for 447 (62.1%) of the patients. However, the mean expected consultation duration was 14.02 ± 6.73 minutes (range = 4-30). Of all the consultations considered in this study, 624 (81.3%) lasted for less than the duration patients expected while 101 (13.2%) of the consultations took more than expected. Patients over expected the consultation duration by an average of 9.92 ± 6.33 minutes and under expected it by an average of 2.51 ± 2.03 minutes.
Perceived interaction with the health care provider as predictor of satisfaction Table 3 
Levels of patient satisfaction with the visit
The levels of satisfaction of the respondents with health care provider interactions are displayed in table 4. It was found that 76 (9.9%) and 405 (52.7%) of the respondents were highly and moderately satisfied, respectively.
Predictors of patient satisfaction with health care provider interactions Table 5 shows the regression estimates and the relative effect of each predictor variable for patient satisfaction with health care provider interaction. Only variables which had statistically significant association with patient satisfaction are displayed in the table. The final model explained 62.6% of the variation in patient satisfaction. As depicted in table 5, non-verbal communication, perceived empathy, perceived technical competency and the extent to which patient expectation was met were strong predictors of patient satisfaction. For instance, respondents who perceived poor empathy by the provider had an average decrease of 0.319 in their satisfaction score compared to those who perceived good empathy (95%CI: -0558 to -0.079). For patients who perceived fair empathy by the provider, its effect on their satisfaction score was nil (unstandardized B coefficient = 0). However, respondents who perceived excellent empathy has an average increase of 0.187 unit in satisfaction score as compared to patients who perceived good empathy (95%CI: -0.030 to 0.404).
Perceived technical competency also has similar effects on patient satisfaction. As it moved from strongly disagree to strongly agree, the regression estimates improve from negative to positive. Moreover, respondents who were indifferent about the technical competence of the provider had an average drop of 0.285 unit in satisfaction score as compared to respondents who agreed (95% CI: -0.467 to -0.104). Similarly, patients who witnessed poor non-verbal communication had an average decrease of 0.595 unit in satisfaction score compared to those who reported good non-verbal communication (95%CI: -1.078 to -0.112). However, reporting excellent non-verbal communication has an average increase of 0.560 in satisfaction score compared to good non-verbal communication (95%CI: 0.275 to 0.846).
A closer look at the explanatory variables of patient satisfaction in this study revealed that very good empathy (Beta = -4.323), fair non-verbal communication (Beta = -0.188), fewer expectation met (Beta = -0.169) and disagreement to technical competency (Beta = -0.156) had greater negative influence on patient satisfaction. On the other hand, excellent non-verbal communication (Beta = 0.114) and being told the name of their illness (0.109) had pronounced positive influence on patient satisfaction.
Discussion
Empathy is crucial to the effective achievement of patient centeredness in that it encapsulates sensitivity to both the informational and emotional aspects of communication [1, 14, 23, 24] . The present study found that 73.3% of the respondents rated the empathy of the health care providers as good, very good or excellent which is lower than those reported in the United Kingdom [25, 26] . Patient enablement indicates the quality of consultation with no indication of the process going on during consultation. In this study, only 34.1% of the respondents reported that the consultation has enabled them to cope with life much better. Though this is better than the findings in the United Kingdom studies cited earlier it could possibly imply poor quality of consultation and patient enablement in the study population.
Health care providers usually feel pressured to see more patients in short time, leading to concerns. This was found to be true in this study. The mean consultation duration for the patients was 6.26 minutes whereas the mean expected consultation duration was 14.02 ± 6.73 minutes. Surprisingly, 81.3% of the consultations lasted for less than the mean expected consultation duration. The consultation duration in this study is shorter than those found in previous studies [25] [26] [27] [28] . Furthermore, health care providers have an ethical duty to teach the patients about their illness and promotion of health in every opportunity and consultation is an ample opportunity to do so [29] . However, 47.1% of the patients were not told the name of their illness. To make things worse, 62.6% of the respondents reported that the cause of their illness was not explained to them. This finding is much lower than findings in other studies carried out elsewhere [27, 30, 31] . Hence, there were so many missed opportunities to practice health education and promotion activities. Non-verbal communication is a subtle form of communication that takes place in the initial three seconds after meeting someone for the first time and can continue throughout the entire interaction. It has a great impact as that of verbal communication but can be more easily misinterpreted [4] . Thus, it is important for the health care provider to be aware of the non-verbal messages they convey to their patients. In the present study, non-verbal communication significantly influenced patient satisfaction. This finding was supported by previous findings elsewhere [32, 33] .
Moreover, this study showed that 62.6% of the respondents were satisfied with the consultation. This finding is quite comparable with other findings in Ethiopia [34, 35] . Finally, findings in this study indicated that perceived empathy, perceived technical competency, nonverbal communications, patient enablement and information sharing about the patient's illness were the main predictor variables of patient satisfaction with health care provider interaction. Similar findings were observed in some other studies [32, 33, 36] . However, it has to be noted that the findings of this study might suffer from response bias due to the fact that facility based studies produce more positive responses by the patient. This may result in relatively short-lived "halo effect" whereby patients feel more satisfied immediately after their consultation than they do afterwards. 
Conclusion
In conclusion, perceived technical competency, perceived empathy, non-verbal communication, being told the name of illness, frequency and type of visit, knowing the provider and patient enablement were the main predictor variables of patient satisfaction in this study. This shows that interpersonal interaction which relies on verbal and non-verbal communication is crucial in improving patient satisfaction and should be given due attention by the health care providers. Furthermore, better demonstration of empathy, information sharing about the patient's illness and greater efforts to improve patient enablement could positively affect the perception of the patients about the provider's competency and consequently their satisfaction.
